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The purpose of this study was to estimate prevalence rates of homebound older adults, their charac-
teristics and the impact of homebound status on health care utilization, expenditures and quality of
medical care measures. Surveys were sent to new enrollees (n ¼ 25,725) in AARPMedicare Supplement
plans (insured through UnitedHealthcare) to screen for serious chronic conditions, ambulatory disabil-
ities and eligibility for care coordination programs. Health care utilization and expenditures were
determined from paid claims. Member-level quality measures considered compliance with medication
adherence and care patterns. Among survey respondents, 19.6% were classiﬁed as being homebound. The
strongest predictors of being homebound included serious memory loss, being older, having more
chronic conditions, taking more prescription medications and having multiple hospitalizations. Home-
bound had signiﬁcantly higher health care utilization and expenditures. Homebound were more likely to
be noncompliant with medication adherence and care pattern rules. Ongoing screening and subsequent
interventions for new enrollees classiﬁed as homebound may be warranted.
 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Introduction
Homebound older adults are an understudied population that
often lives with functional disabilities, multiple medical comorbid-
ities, depression and cognitive impairment.1e3 This population, often
isolated from emotional and social support,4 is vulnerable and at
signiﬁcant risk for decreased quality of life, increased medical com-
plications, loss of independent living and mortality.3e5 Yet home-
bound older adult populations have receivedminimal programmatic
attention, even as numbers of disabled older adults continue to
increase and the demand for home care services continues to grow.6
In the US, homebound status is generally deﬁned consistent
with Medicare home care beneﬁts. These criteria have become
more restrictive over time and currently consider those eligible for
beneﬁts according to extent of ambulatory disability (e.g., severe),
diagnoses of medical or injury episode and need for intermittent
skilled care (e.g., nurse, physical therapist).7 The Medicare home
care beneﬁts program is coordinated by a physician’s referral andsich).
Inc. This is an open access article utreatment plan and delivered by Medicare-approved home care
agencies. Research studies in the US focused on homebound older
adults generally recruit study populations through the agencies
delivering home-based services (e.g., Meals on Wheels), but not
necessarily usingMedicare home care criteria.4,5,8e13 Consequently,
population screening has not been utilized and estimates of prev-
alence rates for homebound older adults are difﬁcult to determine.
Based on 2012 US Census Bureau reports, 23.5% (9.2 million) of 65-
year and older adults characterized themselves as having ambula-
tory disabilities (e.g., difﬁculty walking or climbing stairs).14
Medicare only serves about 3 million of these older adults with
documented (by the physician) ambulatory disabilities andmedical
health needs.6
In other countries (e.g., Israel, Japan), homebound among older
adults (65 years and older) are more generally deﬁned from a
screening survey question querying howmany times a person leaves
the home.15e17 Responses indicating leaving one time a week or less
are deﬁned as being homebound and have been validated as a good
predictor of incident disability of physical function.17 This broader
identiﬁcation of homebound older adults includes those with both
physical andmental conditions (e.g., cognitive impairment) that limit
one’s ability to leave home.17 Given various levels of restrictions
in screening for homebound older adult research studies, thender the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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been estimated at about 10%e20% of the population.15e17
Characteristics associated with homebound older adults include
demographics (e.g., older, female, lower income/education),4,15,16
poorer health status (e.g., more comorbidities requiring more
medications),13,15,16,18,19 lower functional status (e.g., more ADLs/
IADLs, mobility, hearing and vision problems)5,15,16 and poorer
mental health (e.g., depression, loneliness and anxiety).1,4,13,15,16,20
High levels of depression, anxiety and cognitive impairment lead
to higher likelihoods of noncompliance with treatment plans and/
or medication adherence.21,22
The inability to keep appointments or pursue follow-up care
plans with multiple physicians results in fragmented health care
delivery23 and a lack of care coordination across multiple chronic
conditions. The consequences of this system are manifested in high
utilization of emergency roomvisitsdas high as 68% in low-income
homebound older adults.24 The combination of functional disability
with multiple conditions is especially detrimental and leads to
elevated use of emergency room visits, hospitalizations and,
consequently, higher health care expenditures.25 Homebound older
adults are often among the top 5% of highest utilizers of medical
services with persistently high medical expenditures over time.25
Home care agencies and programs serving homebound older
adults tend to be focused on medical and physical issues12,18
including delivery of meals (e.g., Meals on Wheels), home-based
medical care (e.g., medical services delivered to the home by phy-
sicians and/or nurses)13,18,21 or rehabilitation (e.g., physical therapy,
speech therapy, occupational rehabilitation). Few services focus on
mental health needs of homebound older adults despite known
high levels of depression and anxiety or cognitive impairment.3,9,12
Intervention programs to address mental health issues are
hampered by insufﬁcient clinical resources, functional inability for
patients to keep appointments and lack of diagnosis and referral
patterns for mental health issues.1,3
Most of the literature examining homebound older adults has
focused on Medicare populations in the US or older adult pop-
ulations in other countries. We found no studies investigating the
prevalence of homebound and its consequences among older adults
withMedicare Supplement plans (i.e., Medigap).Whilemost (about
90%) of those with original fee-for-service Medicare coverage have
some type of supplemental insurance coverage, about 28%
(currently about 10.2 million adults) have purchased Medigap
coverage.26 Few studies in the US have investigated the prevalence
of thosewith ambulatory disabilities ordetailed their characteristics
and/or the outcomes associated with these disabilities. To address
these gaps in scientiﬁc knowledge, considering the steady increase
in Baby Boomers aging into Medicare and Medicare Supplement
plans, it was of particular of interest to understand themagnitude of
disability issues (i.e., prevalence and medical ramiﬁcations) among
new enrollees to AARP Medicare Supplement plans.
Thus, the primary objective of our study was to document the
prevalence of homeboundolder adults amongnewenrollees toAARP
Medicare Supplementplansanddetermine characteristics associatedTable 1
Survey questions assessing ambulatory disabilities used to identify homebound older ad
Homebound disabilities
Have trouble getting around at home or outside your home?
Use a cane, wheelchair or walker to move around at home or outside your home?
Need the help of another person to move around inside or outside your home?
Need to stay in the house most or all of the time?
Need to stay in bed most or all of the time?
Total homebound older adults
Survey respondents were considered homebound if they answered yes to any of these ﬁwithhomebound status. The secondary objectivewas to examine the
impact of homebound status on the individual’s 1) health care utili-
zation (i.e., inpatient admissions and emergency room visits); 2)
medical and prescription drug expenditures; and 3) medication and
care pattern compliance (i.e., quality of care measures).Methods
Sample selection
In 2013, approximately 3.5 million Medicare insureds were
covered by an AARP Medicare Supplement plan insured by
UnitedHealthcare Insurance Company (for New York residents,
UnitedHealthcare Insurance Company of New York). These plans
are offered in all 50 states, Washington DC and various US terri-
tories. From January 2012 through December 2014, new enrollees
to AARP Medicare Supplement plans in ﬁve states (California,
Florida, North Carolina, New York and Ohio) were surveyed to
screen for at-risk populations with self-reported intensive health
needs (e.g., multiple chronic conditions, cognitive impairment,
disabilities and multiple hospitalizations). New enrollees during
this time period included 1) insureds 65 years and older and 2)
disabled insureds 64 years and under qualiﬁed for Medicare ben-
eﬁts. To be eligible for this prospective cross-sectional study, survey
respondents were required to have a minimum of six months of
Medicare Supplement plan eligibility post-survey completion and
to be enrolled in an AARP Medicare Rx prescription drug plan. The
ﬁnal study sample included 25,725 survey respondents.Survey
The short initiation survey (17 questions) was developed and
validated in 2005/2006 by UnitedHealthcare to screen insureds for
poor health status, cognitive impairment, frailty and probability for
repeated admissions. The survey, designed as a single-page ques-
tionnaire, was adapted for use in screening new enrollees (with no
medical claims history) about current health status and potential
eligibility for existing care coordination services. Eligibility for
programs was based on responses to selected questions on the
survey, including existing chronic conditions, past hospitalizations,
cognitive impairment and/or disability status.
Homebound characterized as self-reported ambulatory
disability were identiﬁed by answering “yes” to any of the ques-
tions in Table 1.
These criteria are consistent with Medicare requirements for
levels of ambulatory disabilities (i.e., requiring assistive devices or
the help of another person to get around outside of one’s home) but
eligibility for Medicare home care beneﬁts require additional
physician-documented medical/injury episodes of care and subse-
quent intermittent skilled care needs. Our purpose in this study
was to consider the broader impact of ambulatory disabilities
without the restriction of additional medical needs.ults.
Eligible new enrollees Homebound older adults
25,725 (%) 5043 (%)
14.7 74.8
13.9 70.7
5.1 26.1
4.0 20.5
2.2 11.0
19.6% 100%
ve questions.
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Health care utilization was deﬁned from medical claims as an
inpatient admission or emergency roomvisit within the ﬁrst year of
enrollment in the AARP Medicare Supplement plan. Health care
expenditures were deﬁned as paid claims for the ﬁrst year of
enrollment aggregated from Medicare, Medicare Supplement and
patient out-of-pocket paid amounts. Prescription drug expendi-
tures included AARP Medicare Rx paid claims and patient
copayments.
Quality of care measures: medication and care pattern compliance
Member-level medication and care pattern compliance were
used as quality of care measures based on the evidence-based
recommendations of care (i.e., medications and care patterns) for
member chronic conditions. Care patterns included annual physi-
cian visits for those with chronic conditions, along with recom-
mendations for preventive care (e.g., regular monitoring of
biometric values with lab tests, diabetic vision and foot examina-
tions, etc.). Survey respondents were linked to Evidence-Based
Medicine (Symmetry EBM Connect Version 8.3) software. This
software program was developed to calculate compliance with
medications from pharmaceutical claims and care patterns from
health care claims using a deﬁned set of rules for evidence-based
care associated with various chronic conditions. Ten common pri-
mary chronic conditions (asthma, coronary artery disease, chronic
obstructive pulmonary disease, congestive heart disease, depres-
sion, diabetes, hypertension, hyperlipidemia, osteoporosis and
rheumatoid arthritis) were included in this analysis. To be consid-
ered “compliant,” individuals must have been compliant with
recommended medications (at least 80% compliant) or compliant
with care patterns (yes/no) by chronic condition category assessed
for the ﬁrst year after enrollment. We counted the number of
medications or care patterns for which each individual was non-
compliant across all categories of his or her chronic conditions (e.g.,
heart disease, diabetes, depression, etc.).
Measures
Covariates were included to characterize homebound older
adults and to adjust for factors that may inﬂuence health care
utilization, expenditures or quality of care. These covariates
included measures of demographics, socioeconomic factors, health
status and other characteristics taken from health plan eligibility
and claims ﬁles.
Demographics
Demographic questions included age and gender. Age groups
were deﬁned as: <64; 64e69; 70e74; 75e79; 80e84; and 85þ
years. Those who were 64 years at the time of the survey but
subsequently aged up to 65 years before the end of the year were
categorized as 64e69. Living in urban and other locations; low,
lower middle, upper middle or high income areas; and high, me-
dium or low minority areas were geocoded from zip codes. AARP
Medicare Supplement plan types were grouped by cost-sharing
levels, including high-level coverage plans with no copayments
or deductibles (plans C, F and J), medium-level coverage (plans B, D,
E, G, H, I and N) and low-level coverage (plans A, K and L).
Chronic conditions
Chronic conditions self-reported on the survey included: heart
disease, heart failure, breathing problems, kidney dialysis, diabetes,
depression, other conditions or no conditions. The number of
chronic conditions was subsequently grouped into the followingcategories: 0 conditions, 1 condition, 2 conditions or 3 or more
conditions based on the count of the chronic conditions
self-reported on the survey.
Prescription drugs and medical utilization
The number of prescription drugs taken by the individual was
self-reported on the survey as a continuous variable: how many
different prescription drugs do you take each day? The number of
prescription drugs was subsequently categorized as: 0 prescription
drugs; 1e2 prescription drugs; 3e4 prescription drugs; 5e6
prescription drugs; or 7 or more prescription drugs. Number of
hospitalizations within the previous 12 months were reported as
0 times, 1 time, 2e3 times or 4 or more times. Access to care was
measured as the number of acute hospital beds per 100,000 in the
individual’s hospital service area.
Cognitive impairment
Cognitive impairment (memory loss) was determined from a
yes response to the survey question: are you being treated or have
you been told you have serious memory loss?
Health literacy
Health literacy was measured with the single validated question
asking for conﬁdence level in ﬁlling out medical forms.27 The
demographic, socioeconomic and health status covariates consid-
ered are listed in Table 2.
Statistical models
Characteristics associated with homebound older adults were
determined using multivariate logistic regression models for
homebound versus non-homebound. Covariates included all of
those variables listed in Table 2. Health care utilization and aggre-
gated annual health care expenditures for homebound and
non-homebound were determined and regression adjusted for
demographic, socioeconomic and health status variables. The
impact of homebound status on noncompliance with EBM medi-
cation and care patterns was determined and adjusted using
multivariate count regression models adjusting for confounding
variables. Negative binomial models are commonly used to analyze
outcomes, such as event counts, that have positive integer values
with skewed distributions.28
Results
Overall, 50,623 new enrollees of AARP Medicare Supplement
plans in the ﬁve states responded to the survey (46.1% response
rate) during 2012e2014. Of these, 25,725 (50.8%) met the eligibility
criteria for this study: had 6 months of AARP Medicare Supplement
insurance follow-up post-survey and had AARP Medicare Rx
prescription drug coverage. Survey respondents were mostly fe-
male (59.6%), 64e69 years of age (63.3%; 2.3% were <64 years),
high income (54.7%), white (48.1%) with 44.1% reporting at least
one chronic condition. Among survey respondents, the prevalence
of homebound older adults was 19.6% (Table 2).
Characteristics associated with homebound older adults
The strongest predictor of homebound status was self-reported
memory loss (Table 3). Other characteristics associated with
homebound included being older or younger (75 years or more,
under 64 years), having multiple chronic conditions (3 or more)
resulting in multiple hospitalizations (2 or more) in the past year
and taking many prescription drugs (7 or more). High health
Table 3
Signiﬁcant characteristics associated with homebound status for older adults.
Characteristic Odds ratio 95% conﬁdence
interval
p-value
Memory loss 6.68 (5.756, 7.741) <0.001
Age 85þ 6.40 (5.598, 7.319) <0.001
3þ Chronic conditions 4.43 (3.827, 5.121) <0.001
Age <64 3.84 (3.163,4.658) <0.001
4þ Hospitalizations 3.63 (2.911, 4.516) <0.001
Age 80e84 2.55 (2.245, 2.902) <0.001
2e3 Hospitalizations 2.55 (2.190, 2.962) <0.001
Unhappy 2.09 (1.886, 2.313) <0.001
1 Hospitalization 1.82 (1.645, 2.014) <0.001
2 Chronic conditions 1.81 (1.612, 2.040) <0.001
7þ Prescription drugs 1.79 (1.555, 2.051) <0.001
Age 75e79 1.74 (1.549, 1.960) <0.001
Female 1.41 (1.305,1.515) <0.001
1 Chronic condition 1.39 (1.268, 1.512) <0.001
Minority 1.32 (1.130, 1.550) 0.001
Age 70e74 1.26 (1.127, 1.399) <0.001
3e4 Prescription drugs 0.81 (0.721, 0.918) 0.001
1e2 Prescription drugs 0.60 (0.525, 0.680) <0.001
High health literacy 0.53 (0.491, 0.581) <0.001
Logistic regression models predicting homebound status included all measures
listed in Table 2. Only signiﬁcant predictors (p < 0.001) are shown.
Table 2
Unadjusted demographic characteristics associated with homebound and non-
homebound older adults.
Characteristic Overall Homebound Non-
homebound
p-value
25,725
(%)
5043
(%)
20,682
(%)
Age
Average age 69.4 72.3 68.7 <0.001
< 64 2.3 6.0 1.4 <0.001
64e69 63.3 44.8 67.8
70e74 14.0 12.6 14.4
75e79 9.2 11.5 8.6
80e84 6.2 10.8 5.1
85 plus 5.1 14.4 2.8
Gender
Male 40.4 36.8 41.3 <0.001
Female 59.6 63.2 58.7
Income (from zip code)
High 54.7 50.2 55.8 <0.001
Medium 32.6 35.3 32.0
Low 10.9 12.7 10.5
Minority status (from zip code)
Low 48.1 44.4 49.0 <0.001
Medium 44.4 46.4 43.9
High 5.8 7.4 5.4
Location
Urban 89.4 89.1 89.5 0.45
Acute hospital beds per 100,000 248.6 250.3 248.2 0.03
Unhappy
Very/somewhat unhappy 10.0 20.8 7.4 <0.001
Chronic conditions (self-reported)
Heart disease 17.2 30.4 14.0 <0.001
Heart failure 4.5 13.2 2.4 <0.001
Breathing problems 10.7 22.4 7.9 <0.001
Kidney dialysis 2.4 8.9 0.8 <0.001
Diabetes 20.5 32.2 17.6 <0.001
Depression 14.0 28.8 10.4 <0.001
Other conditions 88.7 92.9 87.7 <0.001
Number of chronic conditions (self-reported)
0 conditions 55.9 36.0 60.7 <0.001
1 condition 28.9 30.7 28.5
2 conditions 9.9 16.3 8.4
3 or more conditions 5.3 17.1 2.4
Number of prescription drugs (self-reported)
0 11.1 7.0 12.1 <0.001
1e2 27.0 13.4 30.3
3e4 29.2 24.0 30.5
5e6 17.6 22.2 16.5
7 or more 12.0 25.7 8.7
Hospitalizations (self-reported)
None 81.8 63.4 86.3 <0.001
1 Time 11.2 17.2 9.7
2e3 Times 4.0 9.4 2.7
4 or more times 1.8 5.0 1.0
Memory loss
Yes 4.7 17.1 1.7 <0.001
Conﬁdent ﬁlling out medical forms
Extremely/quite a bit 80.7 64.9 84.6 <0.001
Plan type
High-level coverage 69.8 71.2 69.5 <0.001
Medium-level coverage 27.7 25.6 28.2
Low-level coverage 2.5 3.3 2.3
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health) were protective against being homebound.
Impact of homebound on health care utilization and expenditures
Health care utilization for inpatient admissions and emergency
room visits were signiﬁcantly higher for homebound compared to
non-homebound (Table 4). Inpatient admissions were 56.5% higher
and emergency roomvisits were 22.2% higher for homebound older
adults.Subsequently, overall paid health care expenditures (medical
and prescription drug) were 35.2% higher for homebound ($491 per
member per month; pmpm) compared to non-homebound. Ex-
penditures for medical and prescription drugs were 36% and 17%
higher, respectively, for homebound older adults.
Impact of homebound status on quality of care measures
Homebound older adults were noncompliant with about 15%
more of recommended medication protocols compared to non-
homebound for the 10 chronic conditions that were monitored
(Fig.1). Likewise, homebound older adults were noncompliant with
about 9% more of recommended care patterns associated with
those 10 chronic conditions.
Discussion
In our population of new enrollees to AARP Medicare Supple-
ment plans, 19.6% were categorized as homebound. Among these
individuals, about 75% indicated having trouble getting around
and/or needing assistive devices in order to move around (Table 1).
This prevalence rate of homebound older adults is similar to the
rates characterized by Cohen-Mansﬁeld et al. (17.7%e19.5%; 2012)16
among Israeli older adults (75 years and older) and in line with the
23.5% with ambulatory disabilities reported by the US Census Bu-
reau in the US (65 years and older).14 Similar to other research
studies, our homebound older adult population reported high
levels of depression (28.8%), chronic conditions (33.4% with 2 or
more conditions), prescription drug use (47.9% using 5 or more
medications) and hospitalizations (31.6% with at least one hospi-
talization in the past year).4,13,15,16,18,19
The strongest predictor of homebound status was cognitive
impairment (self-reported memory loss). Cognitive impairment is
independently associated with physical disability.8 Screening and
diagnosis of cognitive impairment among homebound older adults
is recognized as an underserved area in the continuum of geriatric
care.29 In our population, 17.1% self-reported memory loss, which is
similar to the 17% reported among homebound older adults who
were screened using a rapid cognitive screen (the Mini-Cog).29
Levels of cognitive impairment, however, have been reported as
high as 33% depending on the demographics and health status of
Table 4
Unadjusted and adjusted health care utilization and expenditures for homebound and non-homebound older adults.
Unadjusted Regression adjusted
Homebound Non-homebound p-value Homebound Non-homebound p-value
5043 20,682 5043 20,682
Health care utilization
Any ER visit (annual) 32.5% 20.3% <0.001 26.4% 21.6% <0.001
Any IP admission (annual) 24.4% 10.4% <0.001 18.0% 11.5% <0.001
Health care expenditures
Medical paid (pmpm)
Medicare paid $1951.62 $907.94 <0.001 $1385.45 $1017.26 <0.001
Medicare supplement paid $249.49 $128.58 <0.001 $194.48 $139.52 <0.001
Patient paid $17.47 $16.81 0.04 $16.97 $17.11 0.69
Prescription drug paid (pmpm)
Medicare supplement paid $273.12 $143.83 <0.001 $217.20 $159.92 <0.001
Patient paid $88.34 $56.40 <0.001 $71.05 $60.68 <0.001
Total medical/drug expenditures (pmpm) $2580.03 $1253.54 <0.001 $1885.15 $1394.49 <0.001
ER ¼ emergency room; IP ¼ inpatient; pmpm ¼ per member per month. Regression adjusted models included those variables listed in Table 2.
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and care coordination are especially important as this vulnerable
population attempts to self-manage multiple conditions requiring
multiple prescription drugs and complex treatment plans.13,16,20,29
High levels of depression and anxiety are consistently asso-
ciated with homebound older adults. While 28.8% in our popu-
lation self-reported depression, 50% were on antidepressants or
had a diagnosis of depression (from claims; data not shown). This
is consistent with Choi et al.’s (2012)30 screened depression re-
sults indicating that 50% of her homebound older adult popula-
tion was taking antidepressants with only about 50% rating their
treatment as effective or very effective. Despite high reported
depression rates and indications of ineffective treatments, only
6.4% of those receiving Medicare home health beneﬁts were
given depression diagnosis codes for follow up by home health
professionals.12
Other characteristics associated with homebound older adults
consistent with other research studies included older age or those
under 64 years and poorer health (i.e., more chronic conditions,
more prescription drugs and more hospitalizations).13,15,16,18,19
Those under 64 years, who by deﬁnition are disabled to qualify
for Medicare beneﬁts, comprised only 6% (n ¼ 302) of the home-
bound older adult population, and thus too small to study sepa-
rately, were nevertheless included in our study since this subgroup
is often found to be at high risk for depression and high health care
spending.10,25 Gender and race were less predictive in our popu-
lation than health status. Few variables were protective: fewer
prescription drugs (an indicator of better health) and high health1.15* 1.09*
0.00
0.20
0.40
0.60
0.80
1.00
1.20
1.40
Medication Noncompliance Care Pattern Noncompliance
Homebound Quality of Care 
Odds of Noncompliance
Fig. 1. Homebound quality of care: medication and care pattern noncompliance.
*<0.001. Noncompliance with evidence-based recommendations for medication
adherence and patterns of care for 10 common chronic conditions.literacy (perhaps an indicator of an awareness and engagement in
one’s health and aging progression).
The homebound older adult population experienced signiﬁcantly
higher utilization of emergency room visits (22% increased) and
inpatient admissions (57% increased) compared to non-homebound.
Increased utilization resulted in signiﬁcantly higher health care ex-
penditures (medical and prescription drug) as paid by Medicare,
Medicare Supplement and patient out-of-pocket copayments in the
ﬁrst year post enrollment. Permember permonth expenditureswere
35% higher ($491 pmpm higher) for homebound compared to
non-homebound. These results aremeasured frommedical and drug
administrative claims databases and are in line with self-reported
past hospitalizations and emergency room use24 as well as docu-
mentation that homebound older adults are among the most
expensive subgroups of Medicare beneﬁciaries.25
Member-level quality of care measures showed a lack of care
coordination and fragmented health care services. Homebound
older adults were 15% more likely to be noncompliant with medi-
cation adherence and 9% more likely to be noncompliant with care
patterns (e.g., annual physician visits, diabetic eye and foot exams,
lipid panels). While other studies have indicated that homebound
older adults are less compliant with treatment protocols,21,22 we
could ﬁnd no studies that actually measured levels of noncompli-
ance for either medication adherence or recommended patterns of
follow-up care.
Interventions delivered to homebound older adults have been
hampered by resource limitations requiring in-person delivery to
the home.3,9 In our population of homebound older adults, about
25% met eligibility criteria scored from the survey for existing care
coordination programs (i.e., intensive health needs for selected
chronic conditions; data not shown). New technologies focused on
tele-health communications through computers or tablets have
allowed personal communications and interventions, such as
problem-solving therapies, to be delivered to homebound older
adults.9e11,31 Many of the current interventions are focused on
screening and therapies for depression and mental health issues
since those aspects of homebound older adult needs are under-
served by home health care agencies.9e11,31 While homebound
older adults have been characterized by mobility levels with
documented advantages of encouraging walking outdoors, to date,
no programs have attempted to address preventive strat-
egiesdmaintaining or improving mobility levels.32,33 Despite these
efforts, most interventions currently being tested are research
studies involving small sample sizes with limited generalizability.
Our study of new enrollees to AARP Medicare Supplement plans
may not generalize to current Medicare or Medicare Supplement
S. Musich et al. / Geriatric Nursing 36 (2015) 445e450450beneﬁciaries. While response rates were about 50% among new
enrollees, these individuals were younger (63.3% 65e69 years)
and, consequently, were healthier than more general Medicare
Supplement insureds and thus may underestimate the true prev-
alence of homebound older adults within Medicare Supplement
populations. The questions used to screen for homebound older
adults’ ambulatory disabilities were consistent with Medicare
disability criteria but did not include medical, injury or need for
skilled care that more recently (November, 2013) have been added.
Thus, our deﬁnition of homebound, while consistent, focuses on
ambulatory disabilities and may not qualify all of these individuals
for Medicare beneﬁts. The short screening survey did not include
hearing impairment, social isolation or loneliness questions, which
may have provided additional insight into the needs of this popu-
lation. Strengths of the study include the large study population
with a high response rate to the screening survey, resulting in a
measured prevalence rate for homebound older adults that should
be representative of new enrollees to AARP Medicare Supplement
plans. In addition, medical utilization and quality of care outcomes
were measured from claims administrative databases. The level of
ambulatory disabilities among younger Medicare/Medicare Sup-
plement populations warrants further investigation and consider-
ations for targeted interventions/programs for this vulnerable
population.
Conclusions
Homebound older adult populations with mobility restrictions
comprised almost 20% of new enrollees to AARP Medicare Sup-
plement plans. These individuals were characterized by having
high rates of self-reported memory loss, being older, having more
chronic conditions, taking more medications and having high rates
of past hospitalizations. All of these characteristics are associated
with aging, thus as the Medicare population ages, we can expect a
higher prevalence of homebound older adults. Homebound older
adults had higher utilization rates of emergency room visits and
inpatient admissions resulting in signiﬁcantly higher health care
expenditures during the ﬁrst year post enrollment. Furthermore,
homebound older adults demonstrated higher rates of noncom-
pliance to medication adherence and evidence-based patterns of
care recommended for their multiple chronic conditions. Screening
for homebound older adults may be warranted, along with coor-
dination with home health care agencies to better serve both the
physical and mental health needs and thus improve overall quality
of life of this vulnerable population.
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